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Introduction

The Central Region is located in King CawMgishingtornThere are thirtyfour (34) licensed

EMS services iking County. Five (5) provide advanced life support (ALS) service using
paramedics, twentyfive (25) provide basic life support (BLS) service using EMTs and four (4)
provide a combination of BLS secondary response to 911 calls using EMTs and specialty care
interfacility transport services using nurs@ere areeighteen hospitals and three stand

alone emergencgepartments in Central Regiohhere is one level | trauma center, four level

[Il trauma centers, three level IV trauma centers &nd level Virauma centers Categorized
Cardiac and Stroke Centers are also distributed in the heavily populated areas-a|64g5,

and 190. Currently there areslevenlevell and four levell cardiac centers; and four levigkix
levelll, and five levellA G N2 1S OSYGiSNBR Ay [/ SYyidGNIf 248322y D ¢
million residents live in urban and suburban communities located along3hend 4405

corridors where emergency medical hospital services are loqzese Appendis.1).

The Central Region EMS and Trauma Council is made up of members of the EMS and Trauma
community in King County, including representatives from hospital emergency departments,
public and private EMS agencies, rehabilitation facilities, Selditig ©unty Public Health,

and the Northwest Healthcare Response Network. The council has an Ezddodérd that is
made up ofsevenmembers elected by the council. The boardasnprised of the following
positions: chair, vice chair, secretary, treasurer, tirde board membersAll meetings are

open public meetings, and members of the public are welcome and encouraged to attend.
The council meets every other month, and the Executive Board meets mokitbétings may

be held in a variety of formats includingperson, conference call, or video cate council

also helps to coordinate quality assurance meetings, which are attended by representatives
from traumadesignated hospitals and traumeerified EMS agencies.

The Central Region has a mature and robust EMS system that began in 196Reshard A.

Cobb, M.D. and Chief Gordon Vickery, Seattle Fire Department, creafeld G 0 f SQ& LI NI Y
program, Medic OneBeginning with the EMS and Trauma System Act of 199int@asystem
elements mandated bRRCW 70.168 and/AC 2476-960 were incorporated into the

existing EMS systerhocal fire district levies, the Medic One Foundation, and the King County
Medic One/EMS levy support prehospital training, and quality improveraetivities This

financial support and oversight allows the Central Region EMS and Trauma Care Council to
focus on access to emergency department services and overall EMS system perfoffin@nce.
Central Region EMS and Trauma Care Council receivesdisgudrom the state Department

of Health Central Region representatives participate in a number of ad hoc workgroups, local
and state committees and organizations related to EMS and Trauma Care in the region. Within
the council, workgroups are formed @m ad hoc basis to discuss specific EMS system and
patient care issues and to develop strategies to address those issues. Bmgedic ad hoc
committees have been formed on an-aseded basis. Outside of the council, members

actively participate in reégnal partnerships and on state Technical Advisory Committees

(TAC)

The Central Region EMS and Trauma Care Council accomplished numerous goals & the 201
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2021 plan cycle. The strategic plan included some goals, objectives and strategies that are
required in each plan cycle, and others that were unique to the specific needs of Central
Region. The regi@h councireviewed recommended minimum and maximum numbeirs
traumadesignated hospitals and traumeerified EMS agencieshe regiorvoted to keep the
levels of traumadesignated hospitals the sanaadto devote time and effort to census

planning improvementdn the 2@1 fiscal year, he regiongrantedover $4Q000in grant

fundsto support regional training efforts, injury and violence prevention, public education,
and Covidl9 response expenditure3 he training grants supported public and Aamofit

agencies in their purchase of training supplies and materighe types of materials purchased
with these grants were many and varied. Some examples of items purchased included new
CPR manikins, including specialty manikins to assist with pregnant women and infants,
updated electronics for training facilitieBuring the review process, the council was able to
fully fund grant applications from rural and underserved areas, allowing for greater support of
those departments who needed it. Likewise, prevention grants funded a number of projects in
the region, and werehosen based upon their relevance to the top causes of injury in King
County falls, drug addiction and mental health diagnoses, and gun violSpeifically,

funding went to projects providing falls prevention education for senior citirens
communitybased and clinical settings

Central Region has a robugsychiatric Task Foroehich has been very active in the goal of
mitigating the impact of increasing census of psychiatric patients in emergency departments.
The Task Force is working on a number of projects in pursuit of this goal, including
coordinating a data collection pject for the region for better measurement of the impact on
the EMS and trauma systerfhis task force continues to meet during the Celfdpandemic

to address behavioral health concerns in the context of the pandemic, which has put
additional strain on bspital emergency departments and EMS agencies.

Because of the uniquely robust EMS system that exists in Central Region, the region contains
few underserved geographical areas. The council has reviewed response and transport times
and found, consistentlythat the number and level of traumeerified prehospital and hospital
agencies matches the demand within the county. That sh&te are unique challenges in

Central Regiondue to its evelgrowing population and its population diversiifheEMS and
Trauma Care Council is dedicated to addressing barriers to service, potential gaps in service
and opportunities for improvement within the regioms such, in recent years we have

actively established partnerships with smaller EMS agencies in rural areathat have

the resources that larger urban agencies have. We have provideegnainis to Enumclaw

Fire, the Duval Fire Department, and Mountain View Fire and Rescue, among stheest

of a statewide initiative tocoordin- 4 S 9a{ I YR oilkwityemerdeBcg A 2 Y & Q
planning efforts, Central Region will continue to work with the Northwest Healthcare
Response Networto coordinate EMS resources in emergency planning activities in the
region.¢ KS 0O2dzy OAf Kl a fta2 ARSYUAFASR |y 2LJJI2NIc
Office of Emergency Management so that the region and the county can operate with the
highest levels of efficiency in the event of an emergency.

This2021-2023 CentralRegion Strategic EMS & Trauma Care System Plan is made up of goals
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adapted from the State Strategic EMS & Trauma Care SystenTR&nbjectives and
strategies are developed by the Regional Council and its stakeholders to meet needs of the
region.

The @ntral Region EMS & Trauma Care Council has adopted the following mission and vision
statements:

Vision
Central Region has an efficient, wetlordinated statewide EMS & Trauma System which
reduces death, disability, human suffering and costs due toyrgnd medical emergencies.

Mission

¢KS /SYdiNXf wS3IA2y 9a{ YR ¢NIdzYl /I NB [/ 2dzy OA
coordination of EMS community partners to reduce injury and to ensure provision 6f high

guality emergency medical and trauma care.

\ GOAL Maintain, assess and increase emergency care resources.

Need and Distribution of Services

Hospital CareThere are four level 11l trauma centers and three level IV trauma centers in

Central Region which are located in the heavily populated communities alorightard 1405

corridors There are twdevel V traumaenters; oneis located along highway 410time

mostly rural city of Enumclavand the other is in the rural area of Snoqualmie, near 8@ |
mountainpass¢t KS { GFGS5Qa t S@St 2yS (NI dzYr OSYyGSNI Aa
from Washington, Alaska, Montana and Idal@ntral Region wille reviewing trauma center
performance measures for designation purposes during this plan cycle.

Categorized Cardiac and Stroke Centers are also distributed in the heavily populated areas
alongl-5, I-405, and F90. Currently there arelevenlevell and four levell cardiac centers;
and four level, sixlevelll, and five levelll stroke centers in Central Region

Designated and categorized hospital services are listed by name and level of service in the
regiond Patient Care ProcedusgPCPsand EMS guidelinesnnually, the Regional Council

will compare the PCPs with the current list of designated/categorized hospitals services on file
with the Office of Community Health Systems to make sure the servicesilistee PCPs are

up to date This process will ensure that prehospital agencies can transport their patient to

the appropriate level of care

Prehospital Care
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King County uses a tiered prehospital response system to ensiHe&lls receive medical
care by the most appropriate care provid€ralls to 91-1 are received and triaged by
professional dispatchers at five dispatch centers located throughout King Cdunety
dispatchers are trained to identify the most appropriate level of care neeDexpatchers
provide prearrival instructions for most medical emergencies, and guide the caller through
life-saving steps, including Cardiopulmonary Resuscitation (CPR) and Automated External
Defibrillator (AED) instructions, until the Medic One/EMS prewatrives Basic Life Support
(BLS) personnel are dispatched first to an incident, providing rapid basic life support that
includes advanced first aid and CPR/AED to stabilize the patient. Staffed by fire department
Emergency Medical Technicians (EMTk§ Bnits arrive at the scene in less than five minutes
on average

Advanced Life Support (ALS/paramedic) personnel provide emergency medical care for critical
or life-threatening injuries and illnesALS units are dispatched simultaneous with BLSféer li
threatening medical emergencies

RCW 70.168.100 authorizes EMS Regions to identify the need for and recommend distribution
and level of care of prehospital services to assure adequate availability and avoid inefficient
duplication and lack afoordination of prehospital services within the regidime Regional

Council also uses standardized methods provided by the Office of Community Health Systems
and King County EMS Division prehospital data to determine the need and distribution of
trauma veified prehospital services in King Couritieed and distribution of prehospital

services are reviewed during each Plan cycle

Objective 1:By November Strategy 1By Juy2022 the Regional Council will
2022 the Regional Council will| review Central Region trauma data including

use methods developed by th¢ population demographics to determine the
Washington State Departmeni recommended min/max number and levels of traumn
of Health Ofice of Community | designated facilities in Central Region (King County
Health Services and other dati Strategy 2 By Septembe?2022 the Regbdnal Council
to determine the will vote on the recommended number and levels o
recommended minimum and | trauma designated services in Central Region (King
maximum numbers and levels| County).

of trauma designated services Strategy 3By SeptembeR022, the Regional Council
(including pediatric and will make recommendations to the Washington Stat
rehabilitation services) and Department of HealttOffice of Community Health
provide recommendations to | Systems regarding the number and levels of traumg
the Washington State designated services in Central Region (King County
Department of Health, Office | Strategy 4:By NovembeR022, the Regional Council
of Community Health Systems will submit designated services min/max number ar

and the EMS & Trauma level recommendationt the EMS & Trauma Steerir|
Steering Committee. Committee as needed.

Objective 2.By May2023the | Strategy 1By NovembeR022, the Regional Council
Regional Council will use and EMS Stakeholders will review EMS data includ

Washington State Department response and transport times, service demands, an
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of Health, Office of Community
Health Systems standardized
methodology and King County

population to determine the minimum and maximun
levels of verified prehospital services in Central Reg
(Kirg County).

EMS system data tbetermine
the minimum and maximum
numbers and levels of verified
prehospital service in King
County and provide
recommendations to the
Washington State Department
of Health Office of Community,
Health Systems and the EMS
Trauma Steering Committee.

Strategy 2 By Januar2022 the Regional Council will
vote on the recommendedhinimum and maximum
numbers of verified ALS and BLS aid and ambulang
servicedn Central Region (King Counfihe Regional
Council will review the currer&ID-ALS minimum leve
of one and either change the minimum to zero or
strategize how to assess the minimum services not
being met.Assessment data will include, but is not
limited to, dispatch times per annum and populatior]
growth since the prior review period. As necessary,
needs assessments may be submitted by
organizations wishing to change their trauma
verification status.

Strategy 3:By March2023, the Regional Council will
make recommendations to the Washington State
Department of Health Office of Community Health
Systems regarding the minimum and maximum
numbers of verified ALS and BLS aid and ambulant
services in Central B®n (King County).

Strategy 4By May 2023, the Regional Council will
submit verified services min/max and level
recommendations to the EMS & Trauma Steering
Committee as aeded to be attached to the 2@2
2025 Central Region EMS Council Plan.

Objective 3:By Decembel(021
annually, the Regional Counci
will review the categorization
levels for cardiac and stroke
facilities to ensure consistency
with Patient Care Procedures.

Strategy 1 By Septembe2021 annually, the Regiona
Council will review the list of currently categorized
cardiac & stroke care centers and update the Patiel
Care Procedures (PCPs) so that they accurately ref
current appropriate cardiac & stroke patient
destinaions.

Strategy 2 ByNovember2021 annually, the Regional
Council will make recommendations to the
Washington State Department of Health Office of
Community Health Systems regarding revisions to t
wS3IA2yQ & t/ta az GKIQ
appropriate cardiac and stroke patient destinations.

Strategy 3 By Decembe?021, annually, the Regiona
| 2dzy OAf gAff &dzo YA BCPEB G
the EMS & Trauma Steering Committee as needed
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that they accurately reflect current appropriate
cardiac & stroke patient destinations.

GOAL 2
Support emergency preparedness activities

Based upon past experience, the Central Region &M rauma Care Council has

determined that an opportunity exists for the region to collaborate and coordinate with
emergency preparedness groups in the area, to facilitate the smooth functioning of the EMS
and Trauma System in the event of an emergenhg.région already works with the local
healthcare coalition, the Northwest Healthcare Response Network (NWHRN), to share
information at regional council meetings, and will continue to expand the collaborative work
in the 2@1-2023 planning period.

Objective 1:Coordinate with | Strategy 1:At each regional council meeting,
and participate in emergency | represeantatives fromNWHRNwill have the
preparedness and response t¢ opportunity to present information to the region
all hazardous incidents, patien about emergency preparedness work that is
transport, and planning happening in the region.

initiatives to the extent Strategy 2 By September 281, Regional Council staf
possible of existing resources| will work to fill a council seat with @epresentative
FNRY YAy3a [/ 2dzyieéQa hTFA
Strategy 3:Throughout the plan cycle, Regional
Council staff will seek out opportunities for council
members to actively participate in emergency
preparedness activities in thregion.

GOAL 3
Plan, implement, monitor and report outcomes of programs to reduce the incidence a
impact of injuries, violence, and iliness in the region.

The Central Region EMS Council uses DOH and King County EMS injury data to identify
prevention needs and to develop activities to address those needs. During this Plan cycle, the
Central Region EMS and Trauma Care Council will focus prevention activitigg'y causes

that are most prevalenin the region.nthe 2019-2021 planning periodthe top causes of

injury included falls and suicidl FY2021, the council voted tgrovide over $40,00th

prevention minigrants, which funded projects that addsexl major causes of injury and

death inthe region. In past years, the council has supported projectgeted at reduction in
patient falls suicide prevention, and hemorrhage control in the event of a mass casualty
incident, among others
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The Central Rgon collaborates with other EMS partners to develop and promote public

health and public education messages for publication on the Regional Council website and
through various media outlets. The council will continue to research and plan public education
projects, in part through the continued distribution of the short educational film produced by
the council in 2016.

Objective 1 By March2023, Strategy 1 by Novembef022, the Regional Council
the Regional Council will will review injury/illness data and identify injury and
identify prevention needs and | iliness prevention needs in King County.

support evidence based and/o| Strategy 2 By Januar023, the Regional Council wil
promisingpractices as develop activities to address one or more of the injt
resources are available. and/or illness prevention needs which were identifig
at the NovembeR022 Regional Council meeting.
Strategy 3By Januarg023, the Regional Council wi
reviewoutcomes data from counesupported
prevention programs.

Strategy 4By March2023, the Regional Council will
add the identified injury prevention activities to the
2023-2025 Regional Plan.

Objective 2:By May2022 Strategy 1By SeptembeR021, and throughout the
annually, the Regional Counci| plan cycle, the Region&louncil and other EMS
will collaborate with EMS stakeholders will identify public education topics or

stakeholders to educate the | issues to address

public and our partners on the| Strategy 2 By May2022, and throughout the plan
Emergency Care System. cycle, the Regional EMS Council and/or EMS partn
will develop and release a pgmackagedublic
information message.

GOAL 4
Assess weaknesses and strengths of quality improvement programs in the region.

The Central Region EMS and Trauma Care Cousdalhactive Quality Improvement (QIl)
group thatusuallymeets three times per year. The QI group reviews case studies anificpec
incidents foreducation and improvement of emergency medical care in the re@oning the
Covid19 pandemic, the QI meetings have diminished in frequency, due to scarce resources
and increased time constraints on QI committee members. During th&-2023 plan cycle,

the region will plan to reestablish regular QI meetings in the region.
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Objective 1 By July2023, the Strategy 1:1n September2021, The Regional Counci
Regional Council witbordinate | staff will coordinate with QI committee leadership tg
with regional partners to re determine a schedule for QI meetings that will work
establish QI meetings at regulg for members in the region.

intervals throughout the year. | Strategy 2.ByNovember2021, The Regional Counci
will confirm and disperse the QI meeting schedule 1
regional council members.

Strategy 3:ByJanuary2022, and throughout the plan
cycle, regional council staff will assist with scheduli
coordinating, and ensuring attendanceragional QI
meetings based upon the established schedule.

GOAL 5
Promote regional system sustainability.

RCW 70.168 and WAC 246 identify the membership, and responsibilities of the regional

and local EMS & trauma care councils. The Central Region EMS and Trauma Care Council
membership includes local government, prehospital agencies, hospitals, the Medicgam
Director, medical directors, rehabilitation facilities, and consumers. The Central Regional EMS
and Trauma Care Council provides a forum for open discussion of EMS system and patient
care issues and for sharing of information among EMS systemgrartWorkgroups are

formed on an ad hoc basis to discuss specific EMS system and patient care issues and to
develop strategies to address those issues.

Representatives from the Central Region participate on local and state planning committees,
task fores, and workgroups so that EMS system issues, guidelines, plans, and information can
be shared among local and state EMS partners.

In Central Region emergency medical techniciansivecmnore than 140 hours of basic

training and hospital experience witldditional training in defibrillationAll paramedics in

King County are graduates of thimiversity of Washington Paramedic Training Program
regardless of previous training. Paramedic candidates receive 2,500 hours of rigorous training,
including classroom instruction, clinical rotations at SeatBeACt RNB Y Q&> | YA OSNEA
Washington Medical Center and Harborview Medical Center, as well as extensive field training
supervised by experienced senior paramedics. Dispatch, BLS and some ALS continuing
education is provided by the King County EMS Onlingrara which is funded through the

King County Medic One/EMS levy. Paramedics re@8iveurs of continuing medical

education classes each year along with surgical airway management laboratories and
advanced cardiac life support and pediatric advancedslifgoort classes. Funding for

paramedic continuing education is funded through the Medic One Foundation and through

the Medic One/EMS Levy. During each Plan cycle, the Central Region EMS Council surveys
prehospital agencies to determine education and tnagnneeds not met through EMS online

and other trainings that are funded through the EM®y. Throughout the July 2021-June
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30,2023 plan cycle, the Central Region EMS Council will appropriate funding for additional
training based on need and financial resources.

Regional Patient Care Procedures (PCPs) have been developed to provide specific directions
for how the trauma system funicins within the Central Region. PCPs are developed by the
King County Medical Program Director in collaboration with local medical directors and the
Central Region Council to ensure consistency with the Regional Patient Care Procedures.

Local fire districtevies, the Medic One Foundation, and the King County Medic One/EMS levy
support prehospital training, and quality improvement activiti€his financial support and
oversight allows the Central Region EMS and Trauma Care Council to focus on access to
emergency department services and overall EMS system perform@noéng this Plan cycle:

1 The Central Region EMS & Trauma Care Council will continue to monitor hospital
compliance with the Central Region No Diversion Policy and the regional WaTrac
reporting policy

1 The Psychiatric Patient Care Task Force will continue to monitor psychidieictpa
care access and work toward finding a long term solution to providing adequate
psychiatric patient care in King County.

1 The council wiltlevelop action plans to address increasing patient censhespital
emergency departments

Objective 1.By July2021 and
throughout the plan cycle
Central Region hospitals will
continue to support a no
diversion policy.

Strategy 1By Jul\2021 and throughout the Plan
cycle, Regional Council staff will monitor hospital
diversion as reported by WaTrac and provide bi
monthly reports to hospitals.

Strategy 2 By July2021 and througlout the Plan
cycle, Regional Council staff will monitor hospital E
status reports on WaTrac and providerbonthly
reports to hospitals on reporting frequency
compliance and reporting errors.

Objective 2:ByJuly2021 and
throughout the plan cyclethe
Regional Council will monitor
psychiatric patient access to
appropriate care in Central
Region.

Strategy 1By July2021 and throughout the plan
cycle, Regional Council staff will schedule quarterly
Psychiatric Patientak Force (PPTF) meetings.

Strategy 2By Juh2021, and throughout thePlan
cycle, the PPTWill discuss issues which affect
psychiatricpatient care in the region

Strategy 3By Jul\2021 and throughout the Plan
cycle, thePPTHRwill discuss best practices for
addressingpsychiatrigpatient care issues that have
been identified

Strategy 4By July2021 and throughout the Plan

cycle the PPTF will develop action plans to address

CentralRegion EMS & Trauma Care System Plan July21-20ne 30 202
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psychiatric patient care issues which have been
identified.

Strategy 5:By Juh\2021 and throughout the Plan
cycle the Regional Council will evaluate the impact
the action pans onpsychiatrigpatient care in the
region.

Objective3: By September
2021, and throughout the plan
cycle, the Regional Council wil

Strategy 1By September2021, TheRegional Council
will discuss strategies tmitigate high patient census
in King County.

develop action plans to addres
increasing patient census in
hospital emergency

Strategy 2.By NovembeR021, The Regional Counci
will develop action plangf applicable, tonitigate the
effects of high patient census in King County.

departments.

Strategy 3:By January 202, the Regional Cowil will
implement action plans, if applicable, toitigate the
effects of high patient census in King County.

Strategy 4:Throughout the remainder of the plan
cycle, the council will evaluate the impact of the
action plans previously developed.

Objective4: During the Plan
cycle the Regional Council wil
facilitate the exchange of

Strategy 1By July2021 and throughout the Plan
cycle, the Regional Council will provide meeting rod
for the Regional Council and workgroups.

information throughout the
emergency care system.

Strategy 2By Juh2021 and throughout the Plan
cycle, Regional Council members will participate in
EMS stakeholder meetings including: King County
EMS Advisory Council, Medical Directors Committe
Northwest Healthcare Response Network, EMS &
Trauma Steering Committee, and aswted Technica
Advisory Committees and share information with th
Regional Council at regularly scheduled meetings.

Strategy 3By Jul\2021 and throughout the Plan
cycle, meeting agendas, minutes, newsletters, repo
and other items will be providetb regional EMS
stakeholders in advance of each meeting through
email distribution.

Strategy 4By July2021 and throughout the Plan
cycle, Regional Council staff and EMS stakeholders
bring EMS system and patient care issues forward
the EMSand Trauma Care Steering Commitie&Cs
as necessary.

Objective5: During the Plan
cycle, the Regional Council wi
work with the Washington
State Department of Health

Strategy 1By AugusR021 annually, the Regional
Council will develop an annual budget and submit t
annual budget to the Washington State Departmen

of Health Office of Community Héa Systems.
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Office of Community Health
Systems and the State

I dZRAG2NR& hTF)
RegionaCouncil business

Strategy 2By OctobeR021 annually, the Regional

| 2dzy OAf gAff &dzoYAG GKS
information and related schedules to the Washingtg
{GFr0S ' dzZRAG2NRA hTFAOSQK

structure and practices remair
compliant with RCW.

Strategy 3 By Januar2022 annually, the Regional
Council will review serannual budget vs. actual
revenues & expenditures and submit a report to the
Washington State Department of Health Office of
Community Health Systems.

Strategy 4By Jun€022 annually, the Regional
Councilwill review the end of year annual budget vs
actual revenues & expenditures and submit a repor
to the Washington State Department of Health Offic
of Community Health Systems.

Strategy 5By July2022 annually, the Regional Coun
Board will review the Regional Council financial
policies and Board/Staff roles and responsibilities.

Objective6: At Regional
Council meetings, the Regiong
Council will identify patient

Strategy 1By July2021 and throughout the Plan
cycle, the Regional Council will discuss issues whig
affect patient care in the region

care issues and develop
strategiesto address the
patient care issues.

Strategy 2By Juy2021 and throughout the Plan
cycle, the Regional Council will discuss best practig
for addressing patient care issues that have been
identified

Strategy 3By July2021 and throughout the Plan cycl
the Regional Council will develop action plans to
address patient care issues which have been
identified.

Strategy 4By July2021and throughout the Plan cycl
the Regional Council will evaluate the impact of the
action phns on patient care in the region.

Objective7: By May2023, the
Regional Council will develop
FY 203-202 strategic plan.

Strategy 1. By NovembeR022, the Regional Council
and Regional Council Board will begin developing a
2023-2025strategic plan.

Strategy 2By March2023, the Regional Council will
approve the plan

Strategy 3By March2023, the Council approved plar
will be submitted to the Office of Community Health
Systems.

Strategy 4By May2023, the RegionaCouncil will
submit the FY 2022025 plan to the EMS & Trauma
Steering Committee.

CentralRegion EMS & Trauma Care System Plan July21-20ne 30 202



Objective8: By OctobeR021
annually, the Regional Counci|
will allocate available funding

Strategy 1.By May2021 annually, the Regional
Council will develop a budget for prehospital trainin
support.

to support prehospital training
needs.

Strategy 2 By July2021 annually, the Regional Coun
will survey EMS agencies in King County to determ
training needs.

Strategy 3 By Septembe?021 annually, the Regiona
Council will review the survey results and prioritize
training needs.

Strategy 4By Octobe021 annually, the Regional
Council will allocate available funding for prioritized
training needs.

Objective 9 By May2022

annually, the Regional Counci|
will provide any new or reviseq
Patient Care Procedures to thg

Strategy 1By Januar022 annually, the Regional
Council, MPD and other EMS stakeholders will revi
Central Region Patient Care Procedures and make
revisions as necessary.

Washington State Department
of Health Office of Community
Health Systems and the EMS
Trauma Steering Committee f(
review and approval.

Strategy 2.By March2022 annually, the Regional
Council will submit any revised Patient Care

Procedures to the Washington State Department of
Health Office of Community Health Systems for rev
and approval.

Strategy 3By May2022 annually, the Regional
Council will submiany revised Patient Care
Proceduresd the EMS & Trauma Steering Committ
as needed.

Objective 10 By September
2021, annually, the Regional
Council will review the Key
Performance Indicators

Strategy 1By July2021, annually, Regional Council
staff will coordinate with the MPD to review Key
Performance Indicators and assess prehospital
performance as necessary.

developed by the Rhospital
TAC and assess prehospital
performance as necessary.

Strategy 2:By SeptembeR021, annually, any
recommendations for performance improvements w
be communicated to the appropriate prehospital
agencies.

Strategy 3By Septembe2021, annually, any

recommendations for performance improvements
that affect all prehospital members of the Regional
Council will be communicated and addressed at a

Regional Council meeting.

Appendices:

Appendix 1: Approved Minimum/Maximum (Min/Max) numbers of Designated Trauma
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Care Services (General Acute Trauma Services)

Level State Approved Current Status
Min Max
I 1 2 1
Il 0 0 0
11 4 4 4
\Y 3 3 3
\Y 1 2 1
IIP 0 0 0
I P 0 0 0

Appendix 2: Current Stroke and Cardiac Categorized Facilities in Central Region*

Level Number of Facilities
Cardiac: Level | 12

Cardiac: Level 2 4

Stroke: Level 1 4

Stroke: Level 2 7

Stroke: Level 3 5

*Numbers are current as of date submitted. For real-time numbers, please see: Cardiac and
Stroke Categorized Facilities

Appendix 3: Approved Minimum/Maximum (Min/Max) numbers of Designated
Rehabilitation Trauma Care Services

Level State Approved Current Status
Min Max

I 0 0 0

Il 4 6 1

11 0 1 0

Appendices 4 and 5: Approved Min/Max numbers of Verified Trauma Services by Level

and Type by County*

County (Name) | Verified State State Current Status
Service Type | Approved - | Approved - (# Verified for each
Minimum Maximum Service Type)
number number
Aid i1 BLS 1 5 5
AidTILS 0 0 0
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Aid T ALS 1 1 0
Amb i BLS 1 25 25
Amb i ILS 0 0 0
Amb - ALS 5 5 5

*Numbers current as of date submitted. For real-time numbers, please see: Trauma Designated

Services List

Appendix 6: Trauma Response Areas by County
County | Trauma Description of Tr aumjTypeand#of
(name) | Response | Geographic Boundaries Verified
Area Services in
Number each Response
Areas
* use key
King Primary From NW border of Seattle; north to A-1
Zone 1 Snohomish County border; east along D-10
Snohomish County border to NE corner of F-3
FD 45; south along the eastern borders of
FD 45 and Eastside Fire & Rescue and FD
27 FD 27 and continuing along the eastern
border of Eastside Fire & Rescue, FD 27
borders to the NE border of Maple Valley
Fire & Life Safety; west to NW border of
Renton FD, north along east side of Lake
Washington, including Mercer Island to the
Northeast border of Seattle and west to NW
border of Seattle.
King NE Zone 1 | Boundaries of FD 50 D-1
King E Zone 1 Boundaries of FD 51 D-1
King Zone 3 South border of Seattle and south end of A-3
Lake Washington along north border of D-11
Renton and Maple Valley, east: along F-2
Kittitas County Border; south along Pierce
County border; west along Puget Sound
including Vashon Island.
King Zone 5 City of Seattle A-1
D-1
F-1
King Zone SW North from SE border of Zone 3 along No designated
eastern borders of Zone 3 and Primary service
Zone 1 to the intersection of Primary Zone 1
and 1-90; east along 1-90 to intersection of 1-
90 and E Zone 1; around the southern
border of E Zone 1 to Kittitas County border;
south along Kittitas County border to Pierce
County border; west along Pierce County
border to SE corner of Zone 3.

CentralRegion EMS & Trauma Care System Plan July21-20ne 30 202
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http://www.doh.wa.gov/Portals/1/Documents/Pubs/530101.pdf
http://www.doh.wa.gov/Portals/1/Documents/Pubs/530101.pdf

King Zone NW From intersection of 1-90 and Primary Zone | No designated
1; North along the eastern border of Primary | service

Zone 1 to Snohomish County Border; east
along Snohomish County border to NW
border of NE Zone 1; south along western
border of NE Zone 1 to SW corner of NE
Zone 1; east along southern border of NE
Zone 1 to Kittitas County border; south
along Kittitas County border to intersection
of E Zone 1 and Kittitas border; west and
south around E Zone 1 to intersection of I-
90 and E Zone 1, along I-90 to intersection
of 1-90 and Primary Zone 1.

Key: For each level the type and number should be indicated
Aid-BLS = A AmbulanceBLS =D Aid-ALS =C
AmbulanceALS = F Aid-ILS =B AmbulancellLS = E

Central Region Trauma Response Area Map:

http://ww4.doh.wa.gov/qis/pdf/ems central.pdf

Appendix 7: Link to Approved EMS Training Programs

BLS Training, King County EMS : https://www.kingcounty.gov/depts/health/emergenugdicat
services/training.aspx

Paramedic Training:

https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/EmergencyMedicalServicesSEMSSyst
ems/EMSProviderEducation/ParamedicPrograms

CentralRegion EMS & Trauma Care System Plan July21-20ne 30 202 17
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REGULATIONS

Thefollowing regulations provide guidance on subject n&ticontained in this document.l®ase
note, that this is not an inclusive listoF more information please contact a Department of Heal

e m e e e e 70 e (b e e e e e e e e

1.1 ReVISEDCODE ORWASHINGTON(RCW):

1 RCWI18.73z Emergency medical care and transportation services
o RCW 18.73.03Mefinitions

1 RCW Chapter 70.168 Statewide Trauma Care System
o RCW 70.168.0XDefinitions
o RCW 70.168.100Regional Emergency medical Services and Trauma Care Councils
o RCW 70.168.1zAmbulance servicegz Work Groupg Patient transportatiornz Mental

health or chemical dependency services

1.2 WASHINGTONADMINISTRATIVE CODE(WAC):
1 WAC Chapter 24876 7 Emergency Medical Services and Trauma Care Systems
0 WAC 2469769207 Medical Program Director
o WAC 246976960z Regional emergency medical services and trauma care councils
0 WAC 246976970z Local emergeny medical services and trauma care councils



http://app.leg.wa.gov/RCW/default.aspx?cite=18.73
http://apps.leg.wa.gov/rcw/default.aspx?cite=18.73.030
http://app.leg.wa.gov/rcw/default.aspx?cite=70.168
http://app.leg.wa.gov/RCW/default.aspx?cite=70.168.015
http://app.leg.wa.gov/RCW/default.aspx?cite=70.168.100
http://app.leg.wa.gov/RCW/default.aspx?cite=70.168.170
http://apps.leg.wa.gov/wac/default.aspx?cite=246-976
http://apps.leg.wa.gov/wac/default.aspx?cite=246-976-920
http://apps.leg.wa.gov/wac/default.aspx?cite=246-976-960
http://apps.leg.wa.gov/wac/default.aspx?cite=246-976-970

ANATOMY OF APCP

RCW 18.73.03gDefE] AO A O0AOEAT O

# AOA 001 AAAOOAOG S8

Other helpful definitions when building the anatomy of tRECP:

1 Purpose:The purpose explains why it is needed and what it is trying to accomplish

i Scope:Describes the situations for which the PCP was created and the intended audience

q Standards or General Procedures 4 EA OAIl AUo6 1 A& OEdlidelineDidr E O

operations

Example:

1 TmE oF PATIENT CARE PROCEDURE

Effective Date:

1. PURPOSE: (Why is it needed, what is it trying to accomplish)

2. SCOPE: (Describes situations for which the PCP was created and the intended audience)

3. STANDARDS or GENERAL PROCEDURES: (The “body™ of the PCP; sets forth broad

guidelines for operations)

4. QA, Appendices, References ect:

See Appendix 1.1.1 Title

Version Number: | Submitted by: Change/ Action: Date:

0-1 Regional Coumel Approved Draft OUOOIR000
0-2 DOH Approved Draft

03 Steering Committee Approved Draft

1-0 Final

O/


http://apps.leg.wa.gov/rcw/default.aspx?cite=18.73.030

1 LEVELOF MEDICALCAREPERSONNELT O BE DISPATCHEDTO AN
EMERGENCYSCENE

Effective Date2009

1. PURPOSEHED define guidelines for triage of trauma patients in the region.

2. SCOPHhis PCP applies to all 9ddlls and EMS and trauma patients in the region.

3. GENERAL PROCEDURES:

Dispatch

Dispatch centers are accessed through the enhanced 911 system. Regional dispatch centers dispatch EMS
units in accordance with King County Criteria Based Dispatch GuidelBeattle dispatchers use Seattle Fire
Department Dispatch Guidelines. Dispatchers provide bystander emergency medical instructions while EMS
units are in route to the scene.

The Central Region EMS Trauma Committee requires that emergency dispatchimgcpls be based on
medical criteria. All EMS dispatching guidelines and protocols must be approved by the Program Medical
Director of King County EMS in consultation with the Medical Program Directors of the paramedic programs
within the County

Basic Life Support

Basic Life Support response is provided by city and county fire department units staffed by EMTs or private
ambulance services staffed by EMTs. The nearest unit to an emergency scene will be dispatched following
established dispatch gdelines.

BLS Code Red Response and Transport

Note: Primary responding EMS personnel refers to fire department EMT personnel or paramedics response
originating as part of the 911 EMS system. Emergency response refers to travel with light and sirens. The
following procedures are intended to maximize patient safety and minimize risk to life and limb. Common
sense and good judgment must be used at all times.



1) The response mode from primary BLS response (fire department EMT personnel) shall be based
on information made available to the EMS dispatchers and the decision for mode of travel made
according to dispatch guidelines.

2) The default mode for travel to the scene for Aaimary BLS responders shall be by Ron
emergency response unless a specific rasgmofor codered (emergency response) is made by
primary responding EMS personnel at the scene or specific protocols or contracts defining
response modes exist between fire departments or private agencies and private ambulance
companies.

3) The default mde for BLS transport from scene to hospital shall be by-eorergency response
unless a specific response for cedwl transport is made by primary responding EMS personnel
at the scene.

4) If a patient undergoing BLS transport to hospital deteriorathe, BLS personnel should contact
the EMS dispatcher and ask for paramedic assistance, unless documentary evidence exists to
travel codered to hospital (such as travel to hospital can occur faster than waiting for paramedic
assistance).

Advanced Life Supjrt

The paramedic unit nearest the emergency scene is simultaneously dispatched consistent with dispatch
guidelines. Paramedic units provide advanced life support transport.

Wilderness

Wilderness response is directed by the King County Sheriff SeardtiRascue CoordinatoEMS units may

be dispatched to a staging area depending on the nature and location of the incident. Transportation of
trauma patients from wilderness areas is primarily accomplished by helicopter. The Level | trauma center
should be he primary destination of these patients.

4. APPENDICEN/A

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor




2 GUIDELINESFORRENDEZVOUSNITH AGENCIES HAT OFFERHIGHER
LEVELOF CARE

The Central Region EMS and Trauma Care Council does not currently have this patient care
procedure.



3 AIR MEDICALSERVICES ACTIVATIONAND UTILIZATION

Effective Date2019

1. PURPOSE:

Air Medical Service activation and utilization provides expeditious transport of critically ill or
injured patients to the appropriate hospital including designated/categgati receiving
facilities.

2. SCOPE

Licensed and trauma verified aid and/or anidmce services utilize the county protocols and

county operating procedures (COPs) consistent witlurrent & 2 ! tatdwide
wSO2YYSYRIFEGAZ2ya FT2NJ 9a{ ! aSate! Ak Nedaab Raid f ¢ 06 ¢
identify and directactivation and utilization of air medical services

3. GENERAL PROCEDURIBStent based on State Air Medical Procedure)

a. For scene transport to be efficacious and optimize patient outcome, the air medical
regponse should take significantly less time than it takes to travel by ground to the
closest appropriate facilityAnotherstrong consideration should be given to
activating the helicopter from the scene, arehdezvousat the local hospital. This
decision should be mades per local COR$conjunction with local medical control.

b. Respondershouldinvolve dispatch to conta@nd activate air medical response to
maintain system safety and integrity. The dispatching agency will provide the
helicopter with the correct radio frequency to use for contacting EMS ground units.

c. Responding EMS servieceayactivate ar medical servie prior to arrival on scene
based on dispatch information apon arrivalon scene based onitial assessment.

d. Air medicalservice will provide ETA of available fully staffed closgsambulance.

e. The final patient transport and destination decisiondl e made on the scene.

f. Air medical service will notify PSAP/dispatch when activated by a mechanism
outside the emergency dispatch system.

Air Medical transport is recommended for the following:
Traumag patient condition identified as a major traungeer the trauma triage tool. (see link
to the WA Trauma Triage Destination Procedur@appendix)

Nontrauma:
a. Any patient airway that cannot be maintained.



b. Patient with cardiac disease and is experiencing a progressively deteriorating course,
is unstable, and/or requires measures not availableare (e.g. ALS level care,
cardiac catheterization, thrombolytic therapy.)

c. Patient is experiencing a severe nelogical iliness requiring neurosurgical or other
intervention that is not available emoute. (CVA, uncontrolled seizures, etc.)

Follow local COPs for exception and exclusion criteria.

4. APPENDICES:
Link to DOHwebsite:
WA State Air Medical Plan
https://www.doh.wa.gov/portals/1/Documents/Pubs/530129.pdf
WA Trauma Triage Destination Procedure:
https://www.doh.wa.gov/Portals/1/Documents/Pubs/530143. pdf

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 7 Minor
A Major 7 Minor



https://www.doh.wa.gov/portals/1/Documents/Pubs/530129.pdf
https://www.doh.wa.gov/Portals/1/Documents/Pubs/530143.pdf

4  ON SCENECOMMAND

The Central Region EMS and Trauma Care Council does not currently have this patient care
procedure.
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5 PREHOSPITALTRIAGEAND DESTINATIONPROCEDURE

Effective Date2009

1. PURPOSENhis patient care procedure provides guidance for patient triage and determination of
the appropriate hospital destination.

2. SCOPHhis procedure applies to prehospital personnel in the field.

3. GENERAL PROCEDURES:

I. Prehospital care providers respect the right of the patient to choose a hospital destination and
will make reasonable efforts to assure that choice is observed. Alternately and under ADAPT
guidelines, fire departmenbased BLS pralers may transport or suggest transport of patients to
non-hospital settings such as stand alone emergency rooms and clinics. Reference Apmgendix Il
ADAPT Guidelines

Factors including patient's choices may be:
1. Personal Preference
2. Personaphysician's affiliation
3. HMO or preferred provider
a2RAFE@AYI FlLOG2NAR 6KAOK YI& AYyFidzSyOS GKS LINBK?2
1. Patient unable to communicate choice
2. Unstable patient who would benefit from transportation to nearest hospitabdrospital
providing specialized services.
0P C¢NIYaLRNI G2 LI dASydiQa OK2A0S 2F K2aLAdlft g2

extended period and alternative transport is not appropriate or available.

II. Prehospital providers should trarmp unstable patients, i.e. compromised airway, post arrest,
shock from norraumatic causes, etc. to the nearest hospital able to accept the patient.

Il. Emergency patients requiring specialized care such as hyperbaric treatment, neonatal ICU, or
high-risk OB care should be transported to the nearest hospital able to provide such care.

IV. When in doubt, prehospital care providers should contact online medical control.

11



4. APPENDICES/A

Submitted by:

Change/Action:

Date:

Type of Change

Regional Council Approved Draft N Major n Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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5.1 TRAUMATRIAGEAND DESTINATIONPROCEDURE

Effective Date2009

1. PURPOSEhese procedures are intended to provide guidance to prehospital care providers and
their medical control physicians in determining which trauma center will receive the patient.

2. SCOPHhis procedure is fqurehospital care providers and their medical control physicians.
3. GENERAL PROCEDURES:

1. For patients meeting the inclusion criteria of the State of Washington Prehospital Trauma
Triage (Destination) Procedure, prehospital providersaasititact online medical control of the
closest trauma center or Harborview Medical Center (Reference: Designated Trauma Centers in
King County/Paramedic Response Area). Medical Control or Harborview Medical Center will
determine patient destination consisté with the State of Washington Prehospital Trauma Triage
(Destination) Procedure.

2. The primary destination of pediatric patients meeting the inclusion criteria of the State of
Washington Prehospital Trauma Triage (Destination) Procedure is the brewshé center.

3. Unstable trauma patients should be managed consistent with the State of Washington
Prehospital Trauma Triage (Destination) Procedure. Unstable trauma patients are those needing a
patent airway or who may benefit from the initiation ofiitl resuscitation. EMS providers who are
unable to secure an airway or establish an intravenous line should consider these factors in the
following order:

a. time to arrival of responding medic unit

b time to rendezvous with responding medic unit

C. time to nearest trauma center

d. time to arrival of Airlift

e time to nearest hospital with 24 hr emergency room

f. unusual events such as earthquakes and other natural disasters

4, Patient destination decisions will be monitored by the Regional Qualityré&ssel
Committee.

The goal in treating the unstable trauma patient is to provide potential life saving intervention and
transportation to the highestevel trauma center able to provide definitive treatment. Ideally these
interventions will be performed ia manner that does not unduly delay transport of a patient to

the appropriate level of trauma center. This may require EMS providers to stop at a local hospital
to stabilize and then transfer the patient to the trauma center.

13



Consistent with inteffacility transfer agreements, trauma patients stabilized at fd@signated

hospitals should be transferred to a trauma center as soon as possible. Patients stabilized at Level

[l or IV trauma centers and meeting the criteria for triage to the Level | traumarcshould be

GNI YAFSNNBR a ySOSaalNEed ¢KS {dGFradSqQa [S@St L 0
Harborview Medical Center
325 Ninth Avenue
Seattle, WA 98104

All Central Region Trauma Care Facilities are as follows:

Level | Trauma Center (Pediatric akdult)
Harborview Medical Center

Level Ill Trauma Centers
Multicare Auburn Medical Center
EvergreenHealth Medical Center
Overlake Hospital Medical Center
Valley Medical Center

Level IV Trauma Centers
Highline Community Hospital
Northwest Hospital
St. Francis Hospital

Level V Trauma Center
St. Elizabeth Hospital
Snoqualmie Valley Hospital
4. APPENDICES

DOH guidance document: Prehospital Trauma Triage and Destination Procedure.

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft 01/01/2021 A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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5.2 CARDIACTRIAGEAND DESTINATIONPROCEDURE
Effective Date2018

1. PURPOSErovides guidance for the prehospital care and transport of cardiac patients in Central
Region.

2. SCOPHhis procedure applies to prehospital providers caring for cardiac patients.

3. GENERAL PROCEDURES:
Cardiac Patient Triage and Destination

These procedures are intended to provide guidance to prehospital care providers and their medical
control physicians in determining which Cardiac Center will receive the patient.

1. Prehospitaproviders will contact established medical control. Medical Control will
determine patient destination consistent with Washington State Cardiac Patient Care Triage
Destination Procedure.

2. Patients shall be managed consistent with the State of Washmngtehospital Cardiac
Triage Destination Procedure.

3. Patient destination decisions and patient outcome will be monitored by the Regional
Quality Assurance Committee

Current Approved Cardiac Care Centers

Level | Multicare Auburn Regional Medical Cent
Evergreen Hospital Medical Center
Harborview Medical Center
Highline Medical Center
Northwest Hospital Medical Center
Overlake Hospital Medical Center
St. Francis Hospital
Swedish Cherry Hill
University of Washington Medical Center
Valey Medical Center
Virginia Mason Medical Center
SwedishlIssaquah

Level Il Swedish First Hill

Snoqualmie Valley Medical Center
St. Elizabeth Hospital

15



Swedish Ballard

4. APPENDICEBOH guidance document on prehospital cardiac care.

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft XXIXXIXXXX | Major R Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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5.3 STROKETRIAGEAND DESTINATIONPROCEDURE
Effective Date2018

1. PURPOSEHED provide prehospital guidance on the transport and care of stroke patients.

2. SCOPHhis procedure is appropriate for prehospital providers who are caring for stroke
patients.

3. GENERAL PROCEDURESke Patient Triage and Destination

These procedures are intended to provide guidance to prehospital care providers and their medical
control physicians in determining which Stroke Center will receivgé#tient.

EMTs shall transport patient to the closest appropriate level Stroke Center consistent with the
Washington State Stroke Patient Care Triage Destination Procedure and with regard to the patient
or family preference. "

1. For all patients with sugzted stroke, EMS personnel will contact the closest Level 1 or Il or
[l stroke center and describe the situation. The hospital will advise EMS of appropriate patient
destination consistent with the Washington State Patient Care Triage Destination Precedu

2. For unstable stroke patients, EMTs shall request Paramedic assistance
3. Paramedics shall contact established medical control. Medical Control will determine
patient destination consistent with Washington State Stroke Patient Care Triage Destinati

Procedure.

4. Patients should be managed consistent with the King County ALS Protocols and State of
Washington Prehospital Stroke Triage Destination Procedure.

5. Patients should be managed consistent with the King County ALS Protocols and State of
Washington Prehospital Stroke Triage Destination Procedure.

6. Patient destination decisions and patient outcome will be monitored by the Regional
Quality Assurance Committee

Current Approved Stroke Centers

Level 1 Harborview Medical Center
Northwest Hospital Medical Center
Swedish Cherry Hill
Virginia Mason Medical Center

17



Level Il Multicare Auburn Regional Medical Center
Evergreen Hospital Medical Center
Highline Medical Center
Overlake Hospital Medical Center
Swedish Firgtlill
Valley Medical Center

Level 11l Snoqualmie Valley Hospital
St. Elizabeth Hospital
St. Francis Hospital
Swedish Ballard
University of Washington Medical Center

4. APPENDICESee stroke triage tool on the next page.

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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2019 King County Prehospital Stroke Triage Procedure

STEP 1: Assess Likelihood of Stroke

o Numbness or weakness of the face, arm, or leg, especially on one side of the body
o Confusion, trouble speaking, or understanding

o Trouble seeing in one or both eyes

o Trouble walking, dizziness, loss of balance, or coordination

o Severe headache with no known cause

If any of above, proceed to STEP 2, otherwise, transport per regional/county operating procedures

STEP 2: Perform F.A.S.T. Assessment (positive if any of Face/Arms/Speech abnormal)

o Face: Unilateral facial droop
o Arms: Unilateral arm drift or weakness
o Speech: Abnormal or slurred

o Time: Best estimate of Time Last Known Well =
If FAST negative transport per regional operating procedures

STEP 3: If F.A.S5.T Positive - Calculate Stroke Severity Score

Facial Droop: Absent 0  Present 1
Arm Drift: Absent 0  Drifts 1  Falls Rapidly 2
Grip Strength: Normal0 Weak 1 No Grip 2
Total Stroke Severity Score = (max. 5 points)

STEP 4: Determine Destination: Time Last Known Well & Stroke Severity Score

Time Last Known Well < 24 Hours
And patient previously independent

Time Last Known Well is > 24 Hours
OR (Regardless of Stroke Severity Score)

1

What is the Stere Severity?

Score 4 or more
Severe Stroke

Activate ALS Response ASAP
Paramedic triage and hospital alert

Score <=3
Mild or Moderate Stroke

BLS transport
EMT-FF alert destinatidf hospital

Expedite ALS Transport to nearest

Transport to nearest acute care hospital.

Endovascular Stroke Center if transport
time is no more than an extra 30 minutes
from the local acute care hospital.

Exclude persons with chronic iliness that makes them bedbound — for example those with advanced
dementia or longstanding medical illness who require substantial assistance for basic life activities.
These patients should proceed to local hospital regardless of stroke severity or last known well status.

19



5.4 MENTALHEALTHAND CHEMICALDEPENDENCYDESTINATIONPROCEDURE

The Central Region EMS and Trauma Care Council does not have this specific patient care
procedure.
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5.5 PREHOSPITALT RIAGEAND DESTINATIONPROCEDURE OTHER

The Central Region EMS and Trauma Care Councihdbkave this specific patient care
procedure.

21



6 EMS/MEDICALCONTROLCOMMUNICATIONS

The Central Region EMS and Trauma Care Council does not have this specific patient care
procedure.
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7 HOSPITALDIVERSION

Effective Date2009

1. PURPOSE:KA & LINP OSRdzNB 2 dzi-tivey®lcy. / SY iNI £ wS3IA2yQa

2. SCOPHhis procedure is appropriate for times of high patient census,isntkeant for hospital
and prehospital personnel.

3. GENERAL PROCEDURES:

Ambulance diversion is defined as an active statement by a hospital, whether verbal or via WaTrac
ED Status, that patients arriving by ambulance will not be accepted. King Gaspiyals have
unanimously adopted a No Diversion Policy for all medical and surgical patients effective May 31,
2011.

Hospitals may close their emergency departments only in an internal emergency such as facility

damage or lockdown. There may be circuamstes where an advisory to prehospital agencies will

allow ambulance services to make transport destination decisions in the best interest of their

LI GASYGT F2NJ SEFYLXS 6KSy || K2aLAdrt NBLER2NIA a4/
Prehospital servicenay use this information to make an appropriate transport decision. The

decision on where to transport a patient will remain at the discretion of the prehospital provider

unless directed to a specific facility by medical control.

4. APPENDICEN/A

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major A Minor
A Major 7 Minor
A Major 1 Minor
A Major 1 Minor
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8 C(ROSIBORDERTRANSPORT

TheCentral Region EMS and Trauma Care Council does not have this specific patient care
procedure.

24



9 INTERFACILITY TRANSPORTPROCEDURE

Effective Date2009

1. PURPOSEHED establish guidelines for the transport of patients betwéatilities within Central
Region.

2. SCOPHhis procedure is relevant for hospital emergency department personnel and EMS
agencies who may transfer a patient from one facility to another within the region.

3. GENERAL PROCEDURES:

Private ALS andLS agencies provide interfacility patient transfers at the direction of the hospital
initiating the transfer. All interfacility patient transfers shall be consistent with the transfer
procedures in WAC 24%/76-890.

Level lll, Level IV, and Level V traweaters will transfer patients to the State Level | trauma
OSYiGSNI 6KSY FLIIINRBLNRIFIGS® ¢KS {GlraSqQa [ S@St
Harborview Medical Center
325 Ninth Avenue
Seattle, WA 98104

4. APPENDICEN/A

L

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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10 PROCEDURES O HANDLE TYPESAND VOLUMESOF PATIENTSTHAT
EXCEEDREGIONALRESOURCES

10.1 MCI
Effective Date2009

1. PURPOSED establish procedures for patient transport in the event of a mass casualty incident.

2. SCOPHhis procedure is relevant to EMS and hospital personnel in the regiba gvent of a
mass casualty incident.

3. GENERAL PROCEDURES:
The Central Region has adequate resources to meet normal trauma patient volumes. The Quality
Assurance Committee monitors mechanism of injury and patient volumes.

Large Multiple Casualty lients may require the triage of patients to nolesignated King County
hospitals or to trauma centers in adjacent counties.

4. APPENDICEN/A

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft XXIXXIXXXX | Major R Minor
A Major 7 Minor
A Major 7 Minor
A Major 1 Minor
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10.2 ALL HAZARDS MCIAND SEVEREBURNS
Effective Date2009

1. PURPOSErovides guidance for transport and carepatients in an MCI who may have suffered
severe burns and need specialized care.

2. SCOPHhis procedure is appropriate for EMS teams in an MCI in which many patients suffer
severe burns.

3. GENERAL PROCEDURES:
l. STANDARD: During a measualty incident (MCI) with severely burned adult and pediatric

patients,

1. All verified ambulance and verified aid services shall respond to an MCI per the King County
CANB / KASTQa a/L tftly

2. All licensed ambulance and licensed aid services shall dssing an MCI per King County

CANBE / KASTQa a/L tfly 6KSy | OGAQIGSR 068 AYyOARSYy
| 2dzy & CANB / KASFTQa al/L tftly FYyRk2NJ AYy &dzLJL2 NI
3. All EMS certified personnel shall assist duringanlL  LISNJ YAy 3 [/ 2dzyd& CANB
GKSY NBI|jdzSAG§SR 08 AYOARSYld O2YYlFYyR UKNRdzZZK RAAL
MCI Plan and/or in support of verified EMS services

4. Preidentified patient mass transportation, EMS staff and equamt to support patient

care may be used.

5. All EMS agencies working during an MCI event shall operate within the Incident Command
System as identified in local protocol and MCI plan.

Il. PURPOSE:

1. To develop and communicate the information of regiotmalma plan section VII prior to an

MCI.

2. ¢2 AYLX SYSyd YAy3 [/ 2dzyié CANB / KASTQa a/L tf
3. To provide trauma and burn care to at least 50 severely injured adult and pediatric patients

per region.

4, To provide safe mass transportationtvpre-identified medical staff, equipment, and

supplies per mass transport vehicle.

[I. PROCEDURES:
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1. LYOARSY
Medical Control Center (DMCC) when an MCI conditionsxistluding factors identifying severe

/| 2YYlFYR akKl f ¢

burn injuries and number of adult/pediatric patients.

2. Medical program directors agree that protocols being used by responding agencies shall

T2ttt 20

0KS YAy3

continue to be used throughout transport of patiermesgardless of county, state or country.
Gt NEK2aLAGI§

3. 9a{ LISNBR2YYySt

during the MCI incident.

l'd ¢KS a{!at[9

intended as a state directed requirement.
B. the DRAFSAMPLE Algorithm is attached the next page

Y@

hb[ . ¢

dza S G KS

Ff 32NAGKY A a

AYyGSYyRSR

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft XXIXXIXXXX | Major R Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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4. APPENDICES

Prehospital Mass Causality Incident (MCI) General Algorithm

/

1. Receive dispatch

2. Respond as directed

3. Arrive at scene

4. Determine massausality conditions exis
5. Establish Incident Command (IC)

6. Scene assessment and gipe

\

CBRNE

NON-CBRNE

1)
2)
3)
4)
5)
6)

7
8)
9)

10) Request additional resources that may includ!

11) Initiate patient transport to rdical centers as
directed by medical control andAtre DMCC
12) Upon arrival at Medical Center, transfer care |
patients to medical centers staff (medical cen
should activate their respective MCI Plan as

Notify the DMCCand IC of CBRNE situation

Standby for HazMat/LE to clear scene
Don PPE if needed

Establish hot, warm, and cold zones
BeginlInitial Triage of Patients

Notify medical control and IC of patients

conditions

Decontaminate patients as needed
Begin initial treatment

Follow PCPs and MCI Plans

activating MAA

necessary)

Notify medical control and/othe DMCC and

local Emergency Management Office

1) Ensure scene is safe

2) Begin Initial Triage and Treatment of
Critically Injured Patients

3) Establish a staging area

4) Follow EMS patient care procedures
(PCPs) and MCI Plans

5) Request dditional resources that may
include activating MAA

6) Initiate patient transport to medical
centers as directed by medical control
and/orthe DMCC

7) Upon arrival at Medical Center, transfe
care of patients to medical centers sta
(medical center shoulakctivate their
respective MCI Plan as necessary)

T Prepare transport vehicle to return to service/
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10.30OTHER

The Central Region EMS and Trauma Care Council does not have this specific patient care
procedure.

A) REGIONSPECIFICPATIENT CAREPROCEDURESACTIVATION OFTRAUMA
TEAM

Effective Date2009
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1. PURPOSE:2 LINBZJARS | 3ISYSNIf 3FdzZARSEAYS F2NJ K2aLWAid

for incoming patients.

2. SCOPHApplies to hospitabersonnel.

3. GENERAL PROCEDURES:

Trauma team activation is accomplished at the time of contact with Medical Control. Online
medical control at the receiving trauma center will activate the trauma team upon notification of
the transporting agency or sjpatcher. All designated trauma centers will activate their trauma
team per WAC 24876-870.

4. APPENDICEN/A

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major A Minor
A Major 7 Minor
A Major 1 Minor
A Major 1 Minor
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B) REGIONSPECIFICPATIENT CAREPROCEDURESADAPT CLINIC AND
URGENTCARECLINIC TRANSPORTATIONPOLICY

Effective Date2009

1. PURPOSED provideguidance about patient transport to urgent care clinics.

2. SCOPHhis procedure applies to prehospital personnel.

3. GENERAL PROCEDURES:

Selected patients may be transported to a clinic, urgent care clinic, free standing emergency
department, or hospital based emergency department via BLS transport if the patient meets the
criteria listed below. These policies apply to pmary (private)BLS ambulance when EMS
personnel request private BLS ambulance to transport the patient.

1) The fire department based (primary) EMT provider considers a taxi to be an appropriate and safe
method of transportation for the particular clinical problem.
2) Paramedic care is NOT required
3) Patient is ambulatory
4) Patient has a neargent condition (clinically stable) including
a) Low index of suspicion for:
a. Cardiac problem
b. Stroke
c. Abdominal aortic aneurysm
d. Gl bleed problems
b) Low index of suspicion for major mechanism of injury
5) Patient must not have
a) Need for a backboard
b) Uncontrolled bleeding
C) Uncontrolled pain
d) Need for oxygen (except patient self administered oxygen)
6) Patient should be masked if thereeaespiratory symptoms

For guidance regarding transport decisions EMTs may consult with paramedics or with emergency
department personnel at the medical control hospital.

The EMT must notify the destination facility of the clinical problem and thetyacilst agree to
accept the patient.

ADAPT Taxi Voucher Transportation Policy
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Selected patients may be transported to a clinic, urgent care clinic, free standing emergency
department, or hospital based emergency department via taxi ifthlewing conditions listed
above are met and the fire departmebtased EMT considers a taxi to be an appropriate and safe
method of transportation for the particular clinical problem.

4. APPENDICES

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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C) REGIONSPECIFICPATIENT CAREPROCEDURESPARAMEDICTRAINING AND
CHANGES INSERVICELEVELS

Effective Date2009

1. PURPOSEHED provide information about paramedic training and service levels in the region.

2. SCOPHApplies to prehospital agencies and leadership.

3. GENERAL PROCEDURES:

In order to maintain the highest quality care for prehospital emergencies it shall be required that:
1. The standard level response of ALS service shall be two paramedics. Exceptions may be

authorized by the King County MPD for outtydistricts and when split crews are required to
respond to mass casualties.

2. King County paramedics shall be trained through and satisfy the educational requirements
of the Paramedic Training program at the University of Washington/Harborview MedictrC
3. Requests to expand or reduce service to a trauma response area, to change the level of EMS

service provided, and new applications for EMS agencies seeking trauma verification must be
reviewed and receive a recommendation by the Regional EMS Couaccordance with WAC
246-976-395(4).

4. APPENDICES/A

Submitted by: Change/Action: Date: Type of Change
Regional Council Approved Draft A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
A Major 1 Minor
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p—— State of Washington
g"HmIH I Prehospital Trauma Triage (Destination) Procedure

Purpose

The Travma Triage Procedure was developed by the Centers for Disease Control in partnership with the
American College of Suwrgeons, Conunittes on Trawma. The gnidelines have been adopted by the Depart-
ment of Health (DOH) based on the recommendation of the State EMS and Travma Steering Comimittes.

The procedure is described in the attached algerithm  The guidelines represent the current best practice
for the triage of trauma patients. The algorithm allows EMS and Travma Responders to quickly and accu-
rately determine if the patient is a major trauma patient. Major travma patients mnst be taken to the high-
est appropriate level trauma facility in the defined system within 30 minutes transport time (Adr or
Ground).

The “defined system™ is the tranma system that exists within an EMS and Trauma Care Region.
Explanation of Procedure

Any certified EMS and Tranma responder can identify a major tranma patient and activate the
trauma system. This may mnclude asking for Advanced Life Support response or air medical evacuation

Step (1) Assess the patient’s vital signs and level of consciousness using the Glasgow Coma Scale.
Step 1 findings require activation of the travma system.  They also require rapid transport to the highest,
most appropriate trauma center within 30 minutes transport time (ground or air). If unable to manage the
patient’s airway, consider meeting up with an ALS wnit or transporting to the nearest facility capable of
definitive airway management.

Step (2) Assess the anatomy of injury. Step 2 findings require activation of the trauma system. They
also require rapid transport to the highest, most appropriate trauma center within 30 minutes transport
time (ground or air). The presence of the specific anatomical injuries even with normal vital signs, lack
of pain or normal levels of consciousness still require calling medical control and activating the trauma
gystem

Step (3) Assess biomechanics of the injury and address other risk factors. The conditions identified

are reasons for the provider to transport to a trauma center. The destination tranma center need not be the
highest level trauma center. Medical control should be contacted as soon as possible.

Step (4) has been added to assess special patients or svstem considerations. Risk factors coupled
with “Provider Judgment™ are reasons for the provider to contact Medical Control and discuss appropriate
transport for these patients. In some cases, the decision may be to transport to the nearest tranma center.

Regional Patient Care Procedures (PCP’s) and Local County Operating Procedures (COPS) provide addi-
tional detail about the appropriate hospital destination. PCP's and COP’s are intended to further define
how the system operates. The Prehospital Tranma Triage procedure and the Fegional Patient Care Proce-
dures work in a “hand in glove” fashion to address trauma patient care needs.

DvDH 530-143 Angust 2012 - Washington State Deparmment of Health Prebospital Trawma Triage (Destunation) Procedure  Page 1
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@ Health

STEP

1

Measure Vital Signs & Level Of Consciousness

Glzsgow Coma Scale =13 ar
Systolic Blood Presswure = 90 mmiz
Respratory Bate =10 or =29 per punute or need for

Ventilator support (=20/oun m mfant aged < 1 vear)

el

Assess Anatomy of Injury

STEP

* Al penetrating injuries to head neck. torso, and extrermties proximal fo
elbow or knee

*  Chest wall mstability or deformuty (e.g., flanl chest)

Two or more procamal long bone fractures

Crushed, degloved mangled. or pulseless extremity

Amputation proxmmal to winist or ankle

Pelvic frachures

Open or depressed skull fracture

Paraly=is

v |2ppropniate

4 |30 nunutes

Washington State Trauma Triage Destination Procedures

Take patient to
the system’s™
highest

level Trauma
Center within
transport time
{(Aar or Ground)

STEP

[

--\-"‘-\_F"'-F"-
Assess Mechanism of Injury & Evidence of High-Energy Impact

+ Fall=
-Adults: =20 £ (1 story=104.)
Chaldren: =10 fi. or 2-3 times heizht of child
* Hizh-Fizk auto crash
-Intrusion, including roof =12 mohes ocoupant site; =18 mehes any
ste
-Ejection (parfizl or complete) from automobile
-Death n same passenger compartment
-Vehiele telemetry data conmistent with a legh nsk myury
*  Auto vi. pedestrian/bievelist thrown, run over, or with signifieant
(=20 mph) impact
*  Mlotorcycle erash = 20 mph

Assess Special Patient or System Considerations

*"System” is defined as the
Fegional or Local EMS and
Trauma System

)

Transport to closest
appropriate trauma
center within 30 mimites
ort fime (Aar or
Growmd), which, depend-
ing upon the defined trau-
ma system, need not be
the huighest level trauma
center

STEF

Older Adults
-Rizk of injwry or death after age 55 vears
-Systolic BP < 110 may represent shock after age 63
-Low mipact mecham=ms (e.g. ground level ) fall may result in severe mywy
+  Children

-Should be maged preferentially to pediatie capable trauma center
+ Anticoagulants and bleeding disorders

-Patients with head mjury are at lugh nsk for rapid detenoration
* Burns
-Without other trauma mecham=m_ tnage to bumn facility
Pregnancy = 20 weeks

EMS provider judgment

YES

Contact medical control

4 trauma center or a
specific resource
hospital

and consider transport to

Transport according to
local protocel &
Pegional PCP

When in Doubt, Transport to a Trauma Center!

DOH 530-143 Anzust 2012 - Washington State Deparmment of Health Prehospital Trauma Triage (Destination) Procedure Page 2
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Wit

State of Washington
Prehospital Cardiac Triage Destination Procedure

OR-

Assess Applicability for Triage
O Post cardiac arest with ROSC

O =21 years of age with symptoms lasting more than 10
minutes but less than 12 hours suspected o be caused
by coronary artery disease:

®  Chest discomfort {pressure, crushing pain, tightness,
heaviness, cramping, buming, aching sensation), usually in
the center of the chest lasting more than a few minutes, or
that goes away and comes back.

Pain or discomfort in 1 or both arms, neck, jaws,
shoulders, or back.

"  Shortness of breath with or without chest discomfort.

Epigastric (stomach) discomfort, such as unexplained
indigestion, belching, or pain.

" Other symptoms may include sweating, nauseafvomiting,
lightheadedness.

MOTE: Women, diabetics, and geriatric patients might not hawve
chest discomfort or pain. Instead they might have nausea’vomiting,
back or jaw pain, fatiguefweakness, or generalized complaints.

YES

, upgrade if available.

If ALS has not been dispafched,

Assess Immediate Criteria
O Post cardiac amrest with return of spontaneous circulation
) Hypotension or pulmonary edema
O exec positive for STEMI (if available)

YES

L 4

MO | Transport per
»| regional patient care
procedures
Assess High Risk Criteria
In addition to symptoms in Box 1,
pt. has 4 or more of the following:
O agezss
D 3 or more CAD risk factors:
© family history NO
7 high blood pressure
2 high cholesterol 1
2 diabetes
3 current smoker If EMS personnel
still suspect an
D Aspirin use in last 7 days acute wp?l::nary
D 22 anginal events in last 24 event, contact
howurs, including current episode medical control for
O known coronary disease destination. If not,
NO (1 ST deviation 2 0.5 (if available) transport per
D Elevated cardiac markers regional patient
B (if available) care procedures.
YES Unstable patients (life-threatening

arrhythmias, severe respiratory disfress,
shock) unresponsive to EMS treatment
should be taken to the closest hospital

Assess Transport Time and Determine Destination by Level of Prehospital Care’

BLSIALS

ALS

v

Level | Cardiac Hospital wfin 30 minutes | | Level | Cardiac Hospital wiin 60 minutes
YES NO YES NO
¥ " ¥ y
Go to Level | NO | Level Il Cardiac Hospital 30 Go to Level | Cardiac | NO

Cardiac Hospital
and alert destination
hospital en route
ASAP

&~

minutes closer than Level 17

YES

Hospital and alert +
destination hospital

Level Il Cardiac Hospital 60
minutes closer than Level I7

en route ASAP

Go to closest Level Il Cardiac Hospital and +
alert destination hospital en route ASAP

YES

* Slight modifications to the transport times may be made in county operating procedures. See page 2.
Consider ALS and air transport for all transports greater than 30 minutes.
If there are two or more Level | facilities to choose from within the transport timeframe, patient preference, insurance
coverage, physician practice patterns, and local rotation agreements may be considered in determining destination.
This also apoplies if there are two or more Level Il facilities to choose from.

DOH 345-050 April 2011




State of Washington
Prehospital Cardiac Triage Destination Procedure

Why triage cardiac patients?

The faster a patient having a heart attack or who's been resuscitated gets treatment, the less likely he or she will die or be parmanentiy
disabled. Patients with unstable angina and non-ST elevation acute coronary syndromes (UAMNSTE) are included in the triage
procedure because they often need immediate specialized cardiac care. This triage procedure is intended to be part of a coordinated
regional system of care that includes dispatch, EMS. and both Level | and Level || Cardiac Hospitals.

How do | use the Cardiac Triage Destination Procedure?

A. Assess applicability for triage — If a pafient is post cardiac amest with ROSC, or is over 21 and has any of the symptoms listed,
the triage tool is applicable to the patient Go to the “Assess Immediate Criteria® box. MOTE: Women, diabetics, and gerafric
patients often have symptoms other than chest pain/discomfort so review all symptoms with the patient

B. Assess immediate criteria — If the patient meets any one of these criteria, he or she is very likely experiencing a heart aftack or
other heart emergency needing immediate specialized cardiac care. Go to “Assess Transport Time and Determine Destination”
box. If the patient does not meet immediate criteria, or you can’t do an ECG, go to the “Assess High Risk Criteria® box.

C. Assess high risk criteria - If, in addifion to meeting criteria in box 1, the patient mests four or more of these high risk criteria, he
or she is considerad high risk for a heart attack or other heart emergency needing immediate specialized cardiac care. These
criteria are based on the TIMI risk assessment for unstable anginainon-STEMI. If the patient does not meet the high risk criteriain
this box, but you believe the patient is having an acute coronary event based on presentation and history, consult with medical
control to determine appropriate destination. High risk criteria definifions:

O 3 or more CAD {coronary artery disease) risk factors:

* Age =55 epidemiological data for WA show that incidence of heart attack increases at this age
= Family history: father or brother with heart disease before 55, or mother or sister before 65

+ High blood pressure: 2140090, or patientfamily report, or patient on blood pressure medication
= High cholesterol: patientfamily report or patient on cholesterol medication

* Diabetes: pafientfamily report

* Current smoker: pafientfamily report.

a Agpirin use in last 7 days: any aspirin uss in last 7 days.

O =2 anginal events in [ast 24 hours: 2 or more epizodes of symptoms described in box 1 of the triage tool, including e current event.

O #nown coronary disease: history of angina, heart attack, cardiac arrest, congestive hean failure, balloon angioplasty, stent, or bypass
SURgErY.

O ST deviation = 0.5 mm (if availlable): ST depression = 0.5 mm ig significant; transient 5T elevation = 0.5 mm for < 20 minutes is treated as
ST-segment depression and is high rigk; ST elevafion =1 mm for more than 20 minutes places these patients in the STEMI treatment
category.

O Elevated cardiac markers (if avaiable): CK-MB or Troponin |in the "high probability” range of the device used. Only definitely positive
regults should be used in triage decisions.

D. Determine destination — The general guideline is to take a patient meefing the triage criteria directly to a Level | Cardiac Hospital
within reasonable fransport times. For ELS, this is generally within 30 minutes transport time, and for ALS, generally 60 minutes
fransport ime. See below for further guidance. Regional patient care procedures and county operating procedurss may provide
additional guidance.

E. Inform the hospital en route so staff can activate the cath lab and call in staff if necessary.

What if a Level | Cardiac Hospital is just a little farther down the road than a Level Il?

You can make slight changes to the 30060 minute tmeframe. The benefits of opening an artery faster at a Level | can outweigh the
extra transport ime. To determine whether to transport beyond the 30 or 60 minutes, figure the difference in transport time between the
Level | Cardiac Hospital and the Level Il Cardiac Hospital. For BLS, if the difference is more than 30 minutes, go to the Level Il Cardiac
Hospital. For ALS, if the diffierence is more than 860 minutes, go to the level | Cardiac Hospital.

BLS examples:  A) minutes to Level | minus minutes to Level Il = 29: go to Level |
B) Minutes to Level | minus minutes to Level Il = 352 go to Level Il

ALS examples:  A) minutes to Level | minus minutes to Level [l = 45: go to Level |
B) Minutes to Level | minus minutes to Level Il = 68: go to Level 1|

NOTE: We recommend ALS use a fibrinolylic checklist to determine if a patient is ineligible for fibrinolysis. If ineligible, transport to
closest Level | hospital even if it's greater than 60 minutes or rendezvous with air transport.

What if there are two or more Level | or |l facilities to choose from?
If there are two or more of the same level faciliies to choose from within the fransport times, patient preference, insurance coverage,
physician practice pattemns, and local rotation agreements may be considered in destination decision.

DOH 246-050 April 2011
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(f Wkingie Stk Dt o State of Washington

(’ HB&I th Prehospital Stroke Triage Destination Procedure
STEP 1: Assess Likelihood of Stroke

* MNumbness or weakness of the face, arm, or leg, espedally on one side of the body
+ Confusion, trouble speaking, or understanding

* Trouble seeing in one or both eyes

* Trouble walking, dizziness, loss of balance, or coordination

+ Severe headache with no known cause
If any of abowve, proceed to STEP 2, if none, transport per regional PCP/county operating procedures

STEP 2: Perform F.A.5.T. Assessment (positive if any of Face/Arms/Speech abnormal)
* Face: Unilateral facial droop

« Arms:  Unilateral arm drift or weakness

+ Speech: Abnormal or slurred

« Time: Bestestimate of Time Last Known Well =

If FAST negative, transport per regional/county operating procedures

STEP 3: If F.A.S.T. Positive - Calculate Stroke Severity Score (LAMS)
Facial Droop: Absent O Present 1

Arm Drift: Absent 0 Drifts 1  Falls Rapidly 2

Grip Strength: Mormal? Weak 1  No Grip 2

Total Stroke Severity Score = {max. 5 points)

STEP 4: Determine Destination: Time Last Known Well + Stroke Severity Score

Time Last Known Well < 6 Hours Time Last Known Well is > 6 Hours
(Provide stroke alert to destination OR (regardless of Stroke Severity Score,
hospital ASAP) alert destination hospital)
Stroke Severity Score 4 NO Transport to nearest Level | or any
or more? Level Il Stroke Center provided

transport time is no more than 15
minutes greater than to a nearer Level

YES Il Stroke Center.
Transport to nearest Level 1 Additional Destination Consgiderations:
or Il Stroke Center with endo- O Any additional transport time should not take the patient

vascular capahil'rtyr pmuided outside of the IV tPA time window.

1 i szess availability of critical care air transport if it can
transport time is no more O A ilability of critical i port if it car
than 15 minutes greater than help get the patient to a Stroke Center within the window

of time for intervention.
to a nearer Level Il or Level 11

stroke Center. O If unable to manage airway, censider rendezvous with

ALS or intermediate stop at nearest facility capable of
definitive airway management.

O If there are two or more Stroke Centers of the same level
to choose from within the transport timeframe, patient
preference, physician practice pattems, and local rota-
fion agreements may be considered.

DOH 530-132 October 2017
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